Patient Barriers to Colon Cancer Screening

Colon cancer is the second leading cause of cancer deaths in the US %, but it is also one of the
most preventable forms of cancer. > Screening has been shown to reduce deaths related to colon
cancer, and also to reduce the incidence through the identification of premalignant polyps. ® The
populations most at risk are men and women with a family history of colon cancer and those
above the age of 50. According to the Agency for Health Care Research and Quality, there are
several different screening strategies that are widely accepted for use: a fecal occult blood test
(FOBT) administered annually, the flexible sigmoidoscopy administered every 5 years, a
combination of FOBT annually and sigmoidoscopy every 5 years, a colonoscopy administered
every 10 years, or a double contrast barium enema administered every 5 to 10 years.*> * Both the
American Cancer Society (ACS) and United States Preventive Services Task Force (USPSTF)
published similar screening guidelines for average-risk people over the age of 50. °

Despite the evidence that colon cancer screening does work and the fact that there are national
screening recommendations in place, the rates of people who do not get screened are still quite
high. The most recent data from the Washington Behavioral Risk Factor Surveillance Study
(BRFSS) in 2002 shows that only about half (52%) of the at-risk population is up-to-date for
colon cancer screening.’ This low rate is suboptimal and much attention has been given to
determining why people do or do not get screened. There are several barriers to screening for
colon cancer that have been discovered through survey studies. These barriers include a general
lack of awareness of colon cancer screening, lack of physician recommendation, confusion and
anxiety about the screening procedures, and lack of access to health care. This report summarizes
the literature addressing each of these barriers.

Lack of Awareness

In 2002, the Washington BRFSS added questions to assess why participants were not screened
for colon cancer. Fifty percent of the unscreened participants cited lack of awareness as their
primary reason for not being screened.® Lack of awareness was defined as the following: the
participant did not think the test is necessary or needed, had not heard of the test, did not think
disease is relevant to him/her, did not know enough about the test, or was focused on other
diseases, so was not aware of colon cancer. Other surveys have found similarly large proportions
of unscreened participants giving lack of awareness as their reason for not being screened.” ’

Lack of Physician Recommendations

The lack of a physician recommendation for colon cancer screening is a substantial barrier to
being screened.*"” One reason physicians often don’t recommend colon cancer screening is the
fact that physicians perceive that the patient would not comply with their screening
recommendations.* Another study showed that physicians’ perceptions of patient beliefs can be
quite different than the patients’ actual beliefs. When physicians were asked what they thought
the most important colon cancer test feature would be for patients, 64% replied that discomfort
would be most important to patients. Only 15% of the patients surveyed said discomfort was the
most important test feature; 54% rated test accuracy as most important. Physicians need to
recognize that their recommendations are important to patients.



Confusion and Anxiety About Screening Procedures

Fear of the unpleasantness or discomfort of the test has been noted as a significant barrier to
colon cancer screening.>® Also, with all the acceptable forms of screening that exist, some
patients experience confusion over which test to choose and how often to be screened. The fact
that the recommended tests have different intervals (yearly for FOBT, every 5 years for flexible
sigmoidoscopy, and every 10 years for colonoscopy) can also make it difficult for patients to
keep track of when it is time for screening.

This variety of acceptable screening procedures gives patients choices in deciding which
screening procedure to undergo. This can have both a positive and negative effect in that patients
have more power over their healthcare but may be confused over which test to choose. Studies
have shown that the value that a patient places on certain aspects of a test affects their preferred
screening method. The test that is chosen will be different depending on what the preference is
for that patient. For example, a person that values accuracy the most would be more likely to
choose a colonoscopy over an FOBT. However, a patient who is worried about the preparation
required for endoscopy or the potential for pain would probably prefer to do an FOBT.
Physicians need to make all screening options available to their patients and be prepared to help
them think through which test is most compatible with the patient’s values and preferences.

Lack of Access to Health Care

Any factor that limits access to healthcare is a barrier to being screened for colon cancer. Our
analysis of the WA BRFSS data showed that participants with low income, no health insurance,
and without a regular health care provider were less likely to be screened for colon cancer.
Other studies have found similar associations of health care access with screening status.™ % *°
Improving access to healthcare for underserved populations would improve screening rates for
these groups.

Conclusion

The benefits of colon cancer screening are clear, but screening rates remain low. Understanding
patient barriers to screening will help us design interventions to address these barriers and
increase colon cancer screening rates. This review shows that there are a variety of patient
barriers to colon cancer screening, but one of the most important to recognize is the general lack
of awareness of the need for screening. Large proportions of unscreened people report that they
didn’t know that they need to be screened, or state that their doctor did not tell them to be
screened. Addressing these barriers will involve working with patients and healthcare providers
to educate patients and encourage them to complete whichever screening test fits their values and
preferences best.
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